
If necessary please attach additional forms  
 

                                                                    LICENSEE CENSUS FORM FOR Clients 
 
 
Licensee:     _________________________________________________________________                            
Program:     _________________________________________________________________ 
Address:      _________________________________________________________________ 
Contact Person:   ________________________________    Phone #:  (Office) ________________________    (Cell)  _______________________ 
 

Individual Name  
                                 

DOB Identify additional 
OMHC, PRP or other 
mental health service 

providers   

Sex 
M/F 

Date of 
Admission 

Medical 
Concerns 
Yes/No 

Psychotropic 
Medications 

Yes/No 

Special Diet 
Yes/No 

        

        

        

        

        

        

        

        

        

        

        

        

 


